Case Report {#S1}
===========

A 68-year-old woman was admitted to our emergency room with abdominal pain. She had a history of hypertension and depression and was treated with Celiprolol and paroxetine. She had undergone a sigmoidectomy two years prior for a sigmoid diverticulosis. Over the previous two weeks, she had complained of intermittent pain that progressively worsened and was located in the upper-right, abdominal quadrant. The pain was associated with asthenia, anorexia, and mild fever. The patient reported no history of chills, nausea, vomiting, thoracic pain, jaundice, respiratory or urinary complaints. Physical examination revealed stable vital signs. An abdominal palpation revealed a Murphy\'s sign with tenderness in the epigastrium and right hypochondrium. Laboratory investigations revealed a haemoglobin level of 11.4 g/dL, leukocytosis at 145,000/µL, (14.5×10^9^/L), and C-reactive protein of 52 mg/dL. Hepatic laboratory tests revealed slightly elevated levels of aspartate aminotransferase (41 U/L), alanine aminotransferase (37 U/L), and γ-glutamil transferase (87 U/L), and normal levels of bilirubin and alkaline phosphatise. Standard x-rays of the chest and abdomen were normal. An abdominal ultrasound revealed a hypoechoic lesion in the left lobe with an acoustic shadow, and no gallstones in the gallbladder. The abdominal CT scan showed a large, liquid mass, measuring approximately 2 cm in diameter, containing air bubbles, located in the S4b hepatic segment. The mass appeared to contain a straight, hyperdense image of about 3.5 cm in length, which was in contact with thickened duodenal wall ([Figures 1](#F1){ref-type="fig"} and [2](#F2){ref-type="fig"}). An upper, gastrointestinal endoscopy revealed no abnormalities in the duodenal lumen. An exploratory laparoscopy was performed, but had to be shifted to a right subcostal laparotomy in order to evacuate a hepatic abscess and remove a fish bone ([Figure 3](#F3){ref-type="fig"}) in the S4b hepatic segment. No perforations were discovered in the duodenal wall. The patient\'s recovery was uneventful and she was discharged on postoperative day 10.

Figure 1Abdominal computed tomography scan revealing the hepatic mass and the straight, hyperdense image, in contact with the thickened duodenal wall.

Figure 23D abdominal computed tomography scan reconstruction showing the straight, hyperdense image of about 3.5 cm in length in the right hypochondrium (encircled).

Figure 3Operative view of the removed, foreign body (fish bone).

Discussion {#S2}
==========

The first case of hepatic abscess as a result of gastrointestinal tract perforation caused by a foreign body was published by Lambert in 1898.^[@R1]^ The reported incidence of foreign bodies perforation the gastrointestinal tract is \<1%, and the vast majority of those that do are pointed or sharp objects, such as sewing needles, tooth picks, chicken or fish bones, pens, etc.^[@R2]^ The most common sites of perforation of the gastrointestinal tract are the stomach and the duodenum.^[@R3]^ The ingestion of a foreign body that penetrates the gastrointestinal tract wall and migrates to the liver (causing an abscess) is uncommon. Abscess formation resulting to perforation of the duodenal wall by foreign bodies occurs more often on the left hemi-liver.^[@R4]^ Only 46 previous cases have been reported in medical literature. The classic indicators of hepatic abscess, such as fever with

chills, abdominal pain, and jaundice are present in only a small number of patients.^[@R5]^ Most patients have non-specific symptoms such as anorexia, vomiting or weight loss with leucocytosis, or increased transaminases, bilirubin or γ-glutamil transferase levels. The migrating

foreign body may thus remain unnoticed for a long time. The overall long duration of the problem, the patient\'s lack of a history of ingesting foreign objects, and the relatively non-specific symptoms may all result in delayed diagnosis of this possibly fatal accident.^[@R6]^ The recommended treatment is exploratory laparotomy to evacuate the hepatic abscess, remove the foreign body, and if necessary, repair the perforation site in the gastrointestinal tract. Endoscopic removal of the foreign body can sometimes be used to reduce the need for surgery. The successful treatment of hepatic abscess and foreign body removal by the percutaneous trans-hepatic approach has also been reported.^[@R7]^

In summary, we reported an unusual presentation of fish bone penetration of the duodenum with migration into the liver resulting in pyogenic hepatic abscess. The possibility of this unusual event should be considered if a patient presents with a liver abscess of unknown origin.
